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About Jan Swasthya Abhiyan 


The Jan Swasthya Abhiyan (JSA) was formed in 2001, with the coming 
together of 18 national networks that had organised activities across 
the country in 2000, in the lead up to the First Global Peoples Health 
Assembly, in Dhaka, in December 2000. The JSA forms the Indian 
regional circle of the global People’s Health Movement (PHM). At 
present it is the major national platform that co-ordinates activities 
and actions on health and health care across the country. The JSA, 
today, is constituted of by 21 national networks and organisations and 
state level JSA platforms (which are present in almost all states in the 
country). Network partners of the JSA include a range of organisations, 
including NGOs working in the area of health, feminist organisations, 
peoples science organisations, service delivery networks and trade 
unions. 


Perspective and Objectives 


The Jan Swasthya Abhiyan believes that despite medical advances and 
increasing average life expectancy, there is disturbing evidence of 
rising disparities in health status among people in India and 
worldwide. Enduring poverty with all its facets and in addition, 
resurgence of communicable diseases including the HIV/AIDS 
epidemic, and weakening of public health systems is leading to reversal 
of previous health gains. The major objectives of the Jan Swasthya 
Abhiyan include: 


1. Draw public attention to the adverse impact of the policies of 
iniquitous globalization on the health of Indian people 

2. Locate the campaign to achieve ‘Health For All’ in the campaign to 
establish the Right to Health and Health Care as basic human 
rights. 

3. Need to confront commercialization of health care, while 
establishing minimum standards and rational treatment guidelines 
for health care. 


4. The urgent need to promote decentralization of health care and 
build up integrated, comprehensive and participatory approaches 
to health care 


5. Network with all those interested in promoting peoples’ health. 


National Co-ordination Committee Members 


All India Drug Action Network (AIDAN) 

All India People’s Science Network (AIPSN) 

All India Democratic Women’s Association (AIDWA) 
Bharat Gyan Vigyan Samiti (BGVS) 

Breast Feeding Promotion Network in India (BPNI) 
Catholic Health Association of India (CHAI) 

Centre for Community Health and Social Medicine, JNU 
Christian Medical Association of India (CMAI) 
Forum for Creche and Child Care Services (FORCES) 
Federation of Medical Representative 

Associations of India (FMRAI) 

Health Watch 

Jan Swasthya Sahyog (JSS) 

Joint Women’s Programme (JWP) 

Medico Friends Circle (MFC) 

National Alliance of People’s Movements (NAPM) 
National Federation of Indian Women (NFIW) 
National Association of Women’s Orgs. (NAWO) 
Public Health Resource Network (PHRN) 

SAMA — Resource Group on Women’s Health 
SATHI.— CEHAT 

Society for Community Health Awareness 

Research and Action [SOCHARA] 


Participating Organisations: 
Over 1000 organizations concerned with health care and health 
policy from both within and outside the above networks. 


Website: www.phmindia.org 


Community-led Social Accountability Practice 
for Building People-Centred Health Systems 


Section 1 


Why are we speaking of social accountability today, more 
than ever? 


Health, health care and health systems are about people and 
communities. Health and wellbeing of the communities should 
be the ultimate goal of health policies and health systems. 

The Universal Declaration of Human Rights (UDHR) in 1948 
defined health as ‘highest attainable standard of health’ that 
should be available to people. It further defined ‘functional 
public health system’ as the pathway for ‘highest affordable 
attainable standard of health’ in the International Covenant on 
Economic, Social and Cultural Rights (ICESCR 1966 and General 
Comment 14). Focussing on the health system it articulated 
that ‘the right to health in all its forms and at all levels contains 
the following interrelated and essential elements [...] 
availability, accessibility, acceptability and quality’. These 
components of right to health and healthcare are part of the 
international human rights law. 


Further, the Alma Ata Declaration (1978) proposed primary 
health as the means to achieve Health for All and advocated for 
a central role of civil society and communities. Community 
participation was proposed not merely as a token gesture but 
as a fundamental principle for achieving Health for All. The 
underlying understanding was that health care could not be 
merely a technical fix for people’s health but also has to be 
adapted to make it appropriate, affordable and accessible 
Secondly, the understanding of ’ people changed from 
beneficiaries/ignorant patients to being citizens with the right 


5 


to demand accountability from the State and its functionaries. 
The Alma Ata declaration has no binding power on 
governments. Being a declaration, even though it has no legal 
authority on the policies, as a-consensus document signed by 
192 countries, it still remains an inspirational document to 
critically review the direction of health policies and the power. 
of people to reshape and reimagine health care for 
communities. 


Despite these advances, the alienation of communities has 
continued in the field of health. In several countries, including 
India, health and health care is not a protected right. 
Governments, hands-in-glove with the commercial interests, 
continue to pursue policies that undo the gains of human rights 
law and the Aima Ata Declaration. Although health care 
accessed by citizens in the private health care sector amounts 
to nearly 75% of total care provided, the private health care 
sector continues to be out of the purview of transparency and 
accountability policies of the State. | 


Health systems in India predominantly consist of the public 
health care system (funded by the state) and the private- 
commercial health care system. The continued and increasing 
alienation of communities, community knowledge and 
leadership, calls for a serious attention to the issue of health 
systems accountability. Health systems today are characterized 
by: 


1. Public health systems continue to be unaccountable - 
need transformation: Plurality, heterogeneity and 
inequality typify our society and communities. The social- 
economic-political-cultural factors that shape the inequality 
in society, also contributes to and determine health and 
wellbeing. The public health systems in India symbolises 
such an unequal society, where class-caste-patriarchy 
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factors continue to discriminate, marginalize and alienate 
people. Regardless, the weakened and fragmented public 
health system still is the ray of hope for the disadvantaged, 
hence needs continued transformation and to be made 
accountable. 


Commercialisation of health deepens and _ intensifies 
unaccountability - needs to be reined-in: Health being 
reduced to medicine, and medicine being controlled by the 
private-corporate interests has increasingly affected 
communities adversely. The nexus between the medical 
profession and the other stakeholders interested in 
commercialising health is intensely influencing global and 
national policies in health. Its effect is visible in India where 
privatisation-commercialisation-corporatisation has 
infiltrated health programmes and policies leading to 
further alienation and exclusion of communities from 
accessible, affordable, rational and ethical health care. Such 
policies have become the mainstay in all aspects of health 
and health care, viz. promotive, preventive, curative and 
rehabilitative. Needless to say, it is the curative (tertiary 
and specialty care) rather than the primary (preventive — 
promotive) care which is of interest to the governments 
today. 


Private and corporate institutions are neither accountable 
to communities nor to the state. The lack of accountability 
of the health systems, policy makers, professionals to the 
Constitution and to the people, has further distanced 
communities from the dream of realizing ‘Health for All’. 
The strong-neoliberal push in the policies of the state has 
resulted in a regression from the advances that human 
rights law and Alma Ata declaration heralded for the health 
and wellbeing of communities. 


Citizen Engagement in Health: Rather than being passive 
recipients of health care, citizens and communities have 
important roles to play in all processes that shape and design 
appropriate health systems and relevant health programmes. 
Participation of communities, conceived as active agents of 
change and transformation of health systems, rather than as 
mere passive recipients of health care (‘patients’, ‘beneficiaries’ 
or ‘targets’) is characterised by staunch ownership and resolute 
leadership. This is central towards building ‘people/community- | 
oriented’, ’*people/community-centred’ health systems. Such 
health systems need to be primarily accountable to the 
communities. 


In several countries, as in India, health and heath care are not 
constitutionally or legally protected rights. More often than 
not, they are not even the political priorities of the 
governments. In such a predicament, several questions emerge 
when conceiving the centrality of citizens and communities in 
the political life of a nation: 


e What do ‘citizens do’ when the State ‘does not do’ 
what it is ‘bound to do’? 

e How to hold the State and governments of the day 
accountable for their Constitutional duty to respect, 
promote and protect the right to health and health 
care? 


This booklet sets out to answer these questions. The perspectives, 
processes, mechanisms and tools of participation, transparency and 
social accountability provide new pathways for communities to 
speak of ‘health for all’ and ‘right to health care’. Section 1, briefly 
outlines the context of the social accountability discourse; in 
section 2 the idea of citizen or community centred social 
accountability is explained; in section 3, the ingredients of 
transformative model of social accountability are explained; in 
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section 4, some models of social accountability practice from India 
are briefly narrated through case-stories; and, in section 5, a model 
of transformative social accountability process or community-led 
social accountability is elucidated. 


This booklet aims at helping practitioners to engage with the idea of 
social accountability, distinguish between different perspectives of 
social accountability models and through examples equips the 
practitioners with a model of transformative social accountability 
practice. 


Section 2 


Role of social accountability practice in health care and health 
services 


What is social accountability? 


The concept of social accountability has its roots in political science, 
theories of public administration and development studies, 
including rights-based approaches and participatory governance. 
Collective action by citizens for demanding greater accountability 
from the authorities for failures in the delivery of or performance in 
public social services is often referred to as ‘social accountability’. 
It is better understood as ‘vertical accountability’ in contrast to the 
horizontal accountability concept. Horizontal accountability refers 
to the host of mechanism checks and balances internal to the state 
(e.g. judicial oversight, audit in and accounting, performance audit 
of bureaucrats etc) through which state agencies are held 
answerable. Vertical accountability refers to the mechanisms 
through which citizens hold the state answerable (e.g. Elections — 
Casting vote, referendum). 


Social Accountability on the other hand encompasses a whole 
gamut of interventions or strategies that seek to “improve 
institutional performance by bolstering both citizen engagement 
and the public responsiveness of states and corporations.” (Fox, 
2015) " 


Social accountability in health systems: 


In health systems, social accountability implies that political and 
governmental actors, including public service providers, are held to 
account for their actions and decisions by citizens. Public providers 
are thereby expected to actively respond to citizens’ demands, 
requiring a behavioural change in terms of more openness towards 
discussing poor performance and willingness to improve the power 
of service users and accountability. Community's engagement and 
leadership is the key to social accountability. Demands for 
accountability by the community can be distinguished from 
‘internal’ or ‘bureaucratic’ accountability which refers to 
mechanisms such as supervision and performance discipline within 
the health system. 


Social accountability is considered to be particularly relevant to 
contexts where regulation through internal accountability measures 
is weak or where formal political and judicial channels are 
inaccessible to the majority of citizens, particularly the poor. It 
results in paving the path for behavioural change when used in the 
process of demanding improved services. Feedback from the 
community (patients, citizens and communities) and internal actors 
(managers, supervisors and colleagues) is important for 
improvement in the functioning of the health system. 
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Different approaches to Accountability: 


Transparency, participation and accountability are closely linked to 
the idea and processes of social accountability. 


One school of thought has focused on ‘transparency’ as the key 
issue. It stems from the belief that knowledge is power and that 
information and knowledge will necessarily lead to change in the 
behaviour of service providers and bureaucrats. Lack of such 
information limits the power of citizens. At best, it presumes that 
access to information alone will motivate localized collective 
action, which will in turn generate sufficient power to influence 
public sector performance. Another school of thought has put 
people’s participation as integral to any accountability. Citizen 
participation is expected to lead to improvements in quality, 
accountability and equity of health services. The higher level 
bureaucrats and programme managers have encouraged social 
accountability as a way of monitoring subordinate staff, to get 
report cards on reaching targets. Such an approach is summarised 
as ‘tactical social accountability approach’ which focuses on tools. 
Tactical Social Accountability approaches are bounded 
interventions (also known as tools) and they are limited to “society- 
side” efforts to project voice. 


Some others, including the World Bank, have popularised the 
concept of accountability and participation. In these accounts, 
international agencies have reduced social accountability to 
tokenistic gestures. The accountability has meant a review or a 
report card, often created by the non-community experts on the 
state of services in any given context. Many service providers look 
to citizen participation as a feedback method on the lower level 
functionaries. In mid-90’s the World Bank, through its projects, 
forced people’s participation by introducing ‘user fees’ in various 
services including hospitals. It was argued’that by doing this, people 
will have more ownership. 
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The problem with reductionist social accountability approaches: © 


These approaches do not taken into account the fact that 
accountability deficits experienced ‘in the community, are often 
created in the upstream and global alignments of private and non- 
state actors who wield undue influence on global health 
governance. For example, maternal deaths occur in health centres 
due to the unavailability of trained doctors or life-saving medicines. 
The root cause of such gaps are due to the global and national 
policies which influence budget-cuts on health or prioritise some 
other thing (e.g. road construction or defence procurement) over 
health. In addition, the accountability discourse has been 
increasingly instrumentalised as a tool (ticking a box) or a digital 
drive for accountability with an overemphasis on efficiency and 
outcomes simultaneously undermining transformative potential 
perspectives of equity. For example, transparency can only end up 
as information available which is of no use or putting up some 
report cards or research reports for people to read to know the 
status of services. Through various ways transparency, participation 
and accountability face the danger of becoming tokenistic rituals. 


it also undermines the centrality of community and the 
understanding of the power imbalances that the overarching policy 
processes create. Such limited, instrumental and reductionist 
perspectives on accountability have further exacerbated the 
alienation of communities and tend to absolve global actors of 
their influence on the continuing indignities and violations of rights 
that the communities are confronted with. 


Such approaches completely diminish the perspectives of health as 


a human right and the ideas of equity and dignity as part of health 
and health care. 
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Section 3 


Community-centred Social Accountability for Health Systems 
Transformation 


Community-centred or citizen-led social accountability is markedly 
different from the above mentioned tokenistic approaches which 
do not take into consideration the transformative potential of the 
power of the communities. 


e Community at the centre: For building people-centred 
health systems, we need a different approach to social 
accountability, rather than merely treating it as a ritual or a 
tool. The concept of community-centred and citizen-led 
social accountability lays thrust on the factor of the 
community being the centre of such a process, which aims 
at increasing community’s negotiating power with the 
health system and the health care providers. 


e tis a process of empowerment: |t is not an event or series 
of events which involves the community. It is a process of 
building community leadership, health rights awareness 
and the capacity to negotiate and bring about change in the 
power relations of community and health systems. 


e Challenging power inequity and inequality: The social 
accountability aims to address the unequal power 
relationship which is structurally embedded in the unequal 
distribution of resources. In the context of health system, 
this is the knowledge asymmetry and hence _ social 
accountability has to be a process by which such power 
inequality is challenged. It is also a means to empower 
citizens to change such power asymmetry. 


13 


e Democratising health systems: Due to the nature of the 
medical profession and the power of medicine that is 
exercised, the decision making power is controlled by the 
professional elites and bureaucrats who are far removed 


from the realities of people. Social accountability process is 


a pathway to increase the citizens’ power to decide on the 


programmes and policies. 


Table 1: Differences between tactical accountability and 


community-centred social accountability approaches 


| Tactical 
accountability 
approaches 


Community- 


approaches 
Paradigm of | Instrumental Political 
SOLS Sushila: 


| Management tool _ tool 


re ae, 


Community 
leadership 


score card, report 
card 


Strategic Feedback method Part of 
value strategy 
build 


power 


Efficiency of the 
programme/project 


Negotiating 


community 


Success of 


project/programme | of the system 


centred social 
accountability 


Political process 


the 


countervailing 


Empowerment 
of community 


change by the 


the | Transformation 


Democratising 
health systems 
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In summary, the community-centred social accountability focuses 
on the leadership, ownership and centrality of the community and 
citizens, along with concentrating on processes of engaging 
community with various levels of health system for enabling 
change in the system. With such a focus on citizenship power, 
such a process is said to be not a one-off event but a ‘strategic 
social accountability approach’. They deploy multiple tactics, 
encourage enabling environments for collective action for 
accountability and coordinate citizen voice initiatives with 
governmental reforms that bolster the health system 
responsiveness. Social accountability outcomes are influenced by 
various factors. The levels of functioning of the health system, the 
space for political negotiations available for citizens, and a fairly 
well mobilised community that is aware of their rights are the three 
critical factors. 


The perceived benefits of social accountability: 


e Social accountability is increasingly recognized as a potent 
tool to influence and shape responsiveness of the health 
care providers. 

e In the initial stages, the social accountability space can 
function to open up spaces for negotiation and to mobilise 
communities. 

e It is an effective approach to foster accountability through 
meaningful engagement of citizens in projects and 
programmes in communities 

e It provides space for citizens democratic action such as 
public dialogues with the health system, space for the 
citizens to raise issues and concerns, involvement. of 
multiple actors of governance, systematic information 
(evidence) which limits the chances of denial by the health 
care Officials. 
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Section 4 


Models of Social Accountability Practice 


Several social movements and people’s organisations in India have 
used creative participatory methodologies to demand state 
accountability in various domains of community rights such as 
education, food and nutritional security, right to land and water, 
environmental and livelihood movements. The methodologies, 
among others, include participatory rapid appraisals (PRA), 
participatory action research (PAR), social audits, public hearings 
(Jan Sunwais), people’s tribunals and community score cards. 
‘Communitisation’ or community action was drawn-in as an integral 
part of the framework of implementation of National Rural Health 
Mission (NRHM):in India. Several of these methodologies were 
integrated into the community based monitoring (CBM) of health 
services, which was initially piloted by the Government of India in 
partnership with civil society organisations. In some states such as 
Maharashtra and Tamil Nadu, such processes continued to be 
supported by their respective governments. In some other states 
such as Uttar Pradesh, Madhya Pradesh, Karnataka and Bihar, civil 
society continued autonomous community monitoring in several 
other states. In this section, a few examples of such autonomous 
social accountability practice are provided as case-stories. Such 
case stories illustrate the idea of community-centred social 
accountability, where-in the process is owned and led by the 
community, represented by community leaders. Small focused 
events or programmes of community inquiry are located in a long- 
drawn historical process of these communities of demanding 
accountability not only in health care but in all the spectra of their 
lives. These models of social accountability are by no means 
exhaustive. 
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Case-story 1: 


Mahila Swasthya Adhikar Manch — Monitoring of Hospital 
Management Committees (Rogi Kalyan Samitis) 


Context: Mahila Swasthya Adhikar Manch (MSAM, Women's Health 
and Rights Forum) is a grassroots organisation of marginalised 
women, and its leadership is drawn from Dalits, Tribals, Muslims, 
OBCs and ‘the rural poor, across 10 districts of Uttar Pradesh (UP). 
MSAM which has a membership of over 10,000 women, was 
formed in 2006 at the culmination of a campaign that demanded 
answerability for 40000 maternal deaths occurring in UP. The 
conscientization and mobilization of these women is supported by 
Community Based Organisations (CBOs) that are part of Health 
Watch Forum UP. The MSAM has been using social action for 
accountability to demand improved reproductive health services 
through local monitoring of public services and entitlements. 
Capacity building support from SAHAYOG and the CBOs provides 
the platform for MSAM to share their findings before the 
concerned officials, and to claim their rights. 


Issue: Here we describe efforts by MSAM women leaders of 
Chandauli and Kushinagar districts to activate Hospital 
Management Committees or Rogi Kalyan Samitis (RKS) in public 
health facilities that are used by MSAM women. RKS are 
responsible for proper functioning and management of the public 
health facilities all levels of public health facilities, starting from the 
Primary Health Centres. Massive accountability deficit within the 
public health system in UP adversely affects poor rural women 
from marginalised communities. It is worsened by rampant 
corruption and a lack of effective grievance redress mechanisms. 


Process: MSAM women leaders, with support from SAHAYOG and 
CBOs tried to activate the RKS in Chandauli and Kushinagar to 
improve quality of services and ensure grievance redress. We began 
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with the assumption that if the MSAM leaders began to monitor 
services provided by public health facilities and make complaints on 
the poor functioning of the facilities, the evidence generated would 
exert pressure on the RKS to look into these and enforce some 
Standards. MSAM women visited and observed the health facilities. 


Over a four year period MSAM leaders submitted petitions 
demanding better implementation of services, improved quality of 
health care, provisioning of clean water, provisioning of food under 
the Janani Shishu Suraksha Karyakram scheme, appointment of lady 
doctors, lack of facilities including fans, bed-sheets, mattresses, 
medicines and human resources in the facilities. They showed 
photographs and complained about demands for _ informal 
payments and disrespectful behaviour of the staff. The MSAM also 
highlighted the lack of complaints and grievance redress 
mechanisms availabie for the users of such public services; 
demanding that the contact details of RKS members be displayed in 
health facilities, grievance redress committees be set up, as well as 
the installation of accessible complaint boxes. The women leaders 
met with a range of government officials including the district Chief 
Medical Officer, the District Magistrate, the Sub _ Divisional 
Magistrate, the Medical Officers in Charge and the Block 
Development officers. In some instances, when these measures did 
not yield results, MSAM leaders used more confrontational tactics 
such as holding joint demonstrations before their CHCs and PHCs. 
The MSAM leaders of Kushinagar also met with the elected 
representative (MLA) of their constituencies urging him to activate 
the RKS. 


Outcomes: 
1. RKS meetings began to be held regularly and the official agenda 


of all RKS meetings now include a discussion of the complaints 
made by the MSAM leaders 
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2. There was improvement in the facilities and several positive 


steps were taken with a focus on quality improvement. . 


Key Learnings: 


The pressure of the community women leaders works - 
Presence of an active persistent CBO activist is important. 
Existence of champions within the system is helpful - Rapid 
changes were seen in those facilities where the MOICs took a 
personal interest in improving quality of services in the facility. 


Challenges 


We were however not able to initiate the process of the formation 
of monitoring committees despite several attempts. 


Reluctance to accept written grievances - Moreover, hospital 
staff do not want written grievances to be submitted and 
discourage the use of the complaint box, since it leads to a 
paper trail which gets recorded into the formal system. Hence 
officials prefer verbal complaints that they promise to address. 
Participation of PRI members within the RKS - Overall PRI 
members did not make substantial contributions towards the 
activation of the RKS although their role along with that of the 
DM and CMO are crucial for the functioning of the RKS and 
formation of monitoring committees. 

Budget delays stall action - RKS members do not initiate action 
or indeed call for meetings until they receive budgets, no 
matter how much quality monitoring data is presented to them. 


The story of MSAM shows that where health system shows no signs 
of accountability and enforceability of the programmes resulting in 
poor quality maternal health services, which acts as a deterrent for 
women to use public health facilities. Active monitoring by MSAM 
leaders and CBO partners has resulted.in some gains related to 
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improvements in services and facilities. More concerted efforts 
need to be continuously put in to realize more systemic changes. 


[Case-story: Dr. Y. K. Sandhya (SAHAYOG) on behalf of Mahila 
Swasthya Adhikar Manch (Women's Health Rights Forum)] 


Case-story 2: 


Using Social Accountability for Improving Contraceptive Services: 
Experiences with Community Monitoring in Bihar and Uttar 
Pradesh 


Context: Quality of Care and Informed Choice have long been areas 
of concern in India’s contraceptive program. After the ICPD in 1994, 
the official policy of the Government of India moved away from 
targets, however in practice these still exist. Standards of care, 
despite the existence of stringent guidelines, are frequently 
violated. Moreover, there is an over emphasis on limiting methods 
and substantial focus continues to be placed on female 
Sterilizations. This intervention sought to engage communities in 
two states of India, in monitoring of contraceptive services and 
dialoguing with providers in order to address these two critical 
problems. There has been a concerted effort by several networks 
in India to address the issue of enforced female sterilisation, 
coercive two-child norm policy, quality of care in reproductive and 
maternal health services and the like. The CBM on quality of care in 
contraceptive services, is part of this long-drawn advocacy process. 


Process: Community Monitoring of Family Planning (FP) services 
was undertaken in 50 villages across 10 districts of Uttar Pradesh 
and Bihar. The exercise included interviews with select women 
users, eligible women, Community Health Workers (CHWs), medical 
officers and observation of facilities. Information was sought from a 
total of 340 women, 50 CHWs, 10 Medical Officers and 10 PHCs. 
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Score cards were prepared for each of the ten districts, wherein 
performance across 6 indicators at the community level and 7 
indicators at the facility/provider level was assessed. These were 
shared at the district and state level with providers and decision 
makers. 


Ten districts in Bihar? and Uttar Pradesh were selected for this 
process. The entire process of CBM was led by women selected 
from the community in the villages who were oriented on the 
objectives of the process, the issue of access to contraceptives and 
provided trainings in using the tools and the process of 
administering it. The presence of a strong empowered community 
group was an essential factor for the CBM process. 


The issues were identified under the broad framework: quality of 
care, client identification, counselling, information and choice given 
to the women, quality of services, follow-up and management and 
level of coercion that includes incentives. 


Community inquiry process included (1) Meetings and focus group 
discussions (FGDs) with, village women in the age group of 19-45 
years; (2) information from the records of Accredited Social Health 
Activists (ASHAs) and (3) Interviews with women users and those 
intending to visit health service providers for using those services. 
Information was also collected from the health service providers. 
Report cards were in the form of community scorecard prepared by 
assigning scores to each of the conducted inquiry. The results were 
colour coded in order to obtain final results in the form of a traffic 
light (Green — for well functioning service; Yellow — for moderate 
and red — for below par or dysfunctional service). 


The findings with district level report cards from the CBM process 
and testimonials were shared in the district and at state level public 
dialogues. Health service providers, media personnel, lawyers, 
Panchayati Raj Institution (PRI) members, civil society organisations 
(CSO), INGOs and community members participated in these 
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dialogues. This was followed by responses from health officials, 
thus providing an opportunity for people to demand corrective 
action from health functionaries. | 


Results: The intervention of Community Monitoring led to many 
local level changes both in facilities as well as communities. The use > 
of this methodology encouraged participation of community 
members, especially women who are users of the service, in 
understanding and assessing quality of care issues in the 
contraceptive programme. Women in the community became more 
aware of their entitlements and began demanding services such as 
pills and sterilization certificates. On the part of the health system, 
there was greater engagement with the community; for instance 
the CHW began to provide information on a range of methods 
rather than pursuing specific methods. In some areas, owing to 
community oversight, standards of care were followed by the 
health system. Quality of service delivery therefore improved 
especially in the conduct of camps. Overall, there was a greater 
interest in the community in contraceptives, and also improved 
trust between providers and the community. 


Conclusion: The intervention demonstrates a promising model for 
practically implementing social accountability in contraceptive 
programs, which has the potential of not just improving services 
but also deepening relationships between users and providers. 
However, there were some factors that it could not affect such as 
staff or equipment availability, transfers and also targets which are 
set at a higher level. While on the one hand the intervention 
resulted in improvements, it also highlighted unequivocally, the 
extent to which quality standards were being violated, as it 
captured user perspectives. This further underscores the 
importance of factoring community perspectives in quality control 
mechanisms. 

[Case-story: Dr. Sana Contractor, Centre for Health and Social 
Justice] 
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Case-story 3: | 


The story of transformation of Karvahi PHC through a community- 
led social accountability process (Sidhi District, Madhya Pradesh) 


Context: Karvahi PHC is located in Karvahi Village of Sidhi District 
(Madhya Pradesh) and caters to around 22 villages of the district. 
Setup in the late 1970s, as a civil dispensary, it was converted into a 
PHC in 2008. It initially functioned in a temple and then in the 
village Panchayat Bhawan, outside the village on top of a hill with a 
mini water dam that had to be crossed in order to reach the site. 
Due to this people could not access it. Till 2014, there was no 
doctor appointed, nor did the nurse stay in the premises, there was 
no electricity or water supply. The deliveries were conducted by 
the nurse with the assistance of a local birth attendant under 
candlelight/lantern and in the absence of tap water and a bathroom 
the women were discharged within a few hours after the delivery. 
Due to a dysfunctional PHC, the community of tribals had to go to 
Sidhi or Banjari which is 40km away for treatment. This was very 
problematic owing to the difficult terrain of the area and lack of 
proper transport facilities. This resulted in people choosing home 
remedies or unqualified care which many a times worsened the 
condition. 


Process: The community leaders who were sensitized and were 
organized took up the issue to provide accessible maternal health 
care for women. A group member who was a resident of Karvahi 
village voluntarily gave his land for this purpose. The communities 
were mobilized to write to the candidates contesting for assembly 
seats on the need for a functional PHC. In many villages, the gram 
panchayat members and Village Health Sanitation Nutrition 
Committee (VHSNC) members were part of this campaign. In every 
village, gram sabhas were called and resolutions were passed 
demanding for a functional PHC. Meanwhile, community leaders 
also continuously monitored the functioning of village health and 
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nutrition day (VHND), supported the ASHAs and ANMs in organizing 
the same, thus winning the confidence of both the community and 
front line health workers. Community inquiry was conducted 
across 15 villages coming under the PHC over three years in three 
cycles and the reports were presented to the Chief Medical and 
Health Officer (CMHO), collector and the Member of Parliament of 
the constituency. Findings from the CBM of the Karvahi PHC were 
shared with the media which were highlighted through the local 
newspapers. To further highlight the issue at the state level, a 
postcard campaign was also carried out in which a total of 750 
postcards were sent to the Chief Minister stating the important 
correctional measures to be taken for Karvahi PHC. 


The local community members became part of the state level 
alliance Maternal Health Rights Campaign (MHRC) which is spread 
across 20 districts. The findings of the CBM in Sidhi district, which 
included the dysfunctional state of Karawahi PHC was presented in 
the state Jan Sunwais. The local community also used the help of 
Mentoring Group on Community Action (MGCA), a body which is 
recognized by the state government. 


Outcomes: A major achievement through the media advocacy was 
that the MLA adopted Karvahi under her Model village plan which 
has benefitted the village in many ways. In the post-NRHM period, 
i.e. in 2015, water pump and electricity supply was provided to the 
PHC, the PHC was shifted to a new building from the hill-top, 
medicines were supplied and a doctor was appointed. , Now that 
the community have a functional PHC at a distance of 10km they 
can easily avail treatment for common illnesses. On an average 
about 60 people visit the PHC every day. The whole process of 
community monitoring has had a positive effect on the entire 
government system and one sees a marked difference in the 
functioning of the subcenters as well. There is a complete change in 
the behavior of the staff who do not shun away patients now and 


24 


also attend to calls of home visits at night as they fear disciplinary 
action. 


Learnings and Challenges: Mobilising communities and linking 
them to health system through the issue of maternal and child 
health was difficult as it was not perceived as a critical problem in 
the village. It was hard to mobilize people around the issue of 
community monitoring as they were skeptical of government 
response. To overcome this skepticism, maternal and child deaths 
that had occured because of the negligence or absence of the PHC 
staff were analyzed which made the community understand the 
gravity of the situation. Working with public health functionaries 
was also challenging as they were hostile and resistant to the 
community enquiry process . This necessitated building bridges 
through regular and long-term interactions with them. 


[Case-story: Rudrakshina Banerjee, Centre for Health and Social 
Justice and Kedar Rajak, Gram Sudhar SamitiSidhi, (MP) on behalf 
of Maternal Health Rights Campaign, Madhya Pradesh] 


Case-story 4: 


Jagrutha Mahila Sanghatane (JMS) - Dalit women’s struggle and 
campaign for claiming maternal health rights (Raichur district, 
Karnataka) 


Context: Jagrutha Mahila Sanghatane (JMS) is Dalit women 
Agricultural/wage workers’ grass roots collective and has been one 
of the few Dalit women’s autonomous collectives with a clear 
articulation on health rights issues. It has been tracking Dalit 
women’s access to health care services in Sindanoor and Manvi 
taluks (Tehshils) of Raichur district (Karnataka State, India). The 
core of JMS’ intervention is the issue of dignity and justice of Dalit 
Communities in general, and Dalit women in particular. As an 
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integral part of the broader dimension of health and considering 
health as a fundamental human right of Dalit communities, JMS 
has been constantly intervening in and raising concerns on the 
barriers to access maternal care in Raichur district. Increasing 
incidence of maternal deaths and poor quality of ante-natal care 
(ANC) in the northern Hyderabad Karnataka region prompted 
Jagrutha Mahila Sanghatan to launch a campaign on this issue. The 
campaign was led by the leaders of JMS in solidarity with other 
struggles for health rights in Karnataka. 


Process: The experiences of Dalit women and the demand for 
accountability is set in the larger health system context in the 
district. Since 2002, i.e. the pre-NRHM era, JMS has focused on 
several accountability issues such as, (1) demanding accountability 
of the health care system and challenging its malfunctioning; (2) 
systemic deficiencies such as absenteeism, shortage of Staff, 
shortage of supplies — even of items suchas IFA tablets and Iron 
sucrose injections; (3) Lack of functional emergency transport 
services to referral centres; (4) Dysfunctional block level (taluka) 
referral hospitals; and (5) in the recent years the issue of 
indiscriminate referral to private clinics and hospitals for maternal 
health care. JMS has been spearheading a larger campaign for 
health systems strengthening. The present CBM process was 
focusing on maternal health rights of Dalit women. 


Process: To build up systematic evidence based advocacy, JMS 
adopted the community inquiry methodology, also known as 
community based monitoring. It included designing pictorial tools, 
capacity building of community women leaders and community 
based inquiry which included 34 village discussions and interviews 
with 234 women from the Dalit Madiga community who had 
delivered in the village in the previous one year (August 2016 — 
2017), participatory analysis and report writing - the data was then 
processed with JMS women leaders and core team over two days 
for analysis and interpretation. 
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Among all the findings which confirm the discrimination and other 
violations that Dalit women experience in the public health care 
facilities, the most startling was the serious nexus between the 
medical officers in public health centres and private diagnostic 
centres. The overwhelming indication of the report is that 31% of 
Dalit women with high risk, all of whom belong to the very poor 
agricultural labour households, had their child birth in private 
hospitals. The money that they spent for maternal health care, 
ranged from 20,000 rupees (in several cases) to 75,000 in some 
cases. The business of indiscriminate referrals to private combined 
with the societally embedded experiences of Dalit women of 
discrimination and rejection, compounded adverse impacts on 
Dalit women. 


JMS campaign converted the PHC report cards and other data into 
pictorial presentations for rural people to understand. Pamphlets 
were prepared on the findings in the colloquial language - Kannada. 
The private sector expenditure was disseminated through a popular 
Imaginative Story — ‘Why was pregnant Mallamma forced to go to 
private hospital and become poor?’. JMS organised a maternal 
health march across 45 villages from Dec 26, 2017 to Jan 05, 2018, 
holding discussions and meetings with communities to present the 
findings. In five Primary health centres, along with the community 
members, the key leaders of JMS presented the report to the PHC 
health personnel. The anganwadi workers, ANMs, nurses along 
with the medical officer, listened to the presentation and also 
appreciated the efforts. A public rally was organised at the tehshil 
(Manvi) headquarters where the district health officer and elected 
representatives were present. The findings were placed as 
demands to people’s representatives. Later, the campaign 
continued through the period of elections by placing a 
memorandum of demands before the contesting candidates. 


Outcomes: The Medical officers and front line health workers of 
five PHCs were invited for a detailed discussions with JMS women. 
The Taluka Health Officer and subsequently the DHO (CMHO) also 
issued a departmental circular to al! PHCs which reinforced the 
entitlements of women. In the PHCs immediate appointments of 
nurses, and in two PHCs appointments of medical doctors was 
done. 


Key Learning: Health is an inter-sectoral issue in terms of policies 
and various domains of administration. However, it is an integral 
issue to the lives of the marginalized. Community based groups and 
others need to constantly focus on the issue of failing health care 
system and the impact on communities while working on cross- 
cutting issues of community. The issue needs to be raised 
persistently and systematically and at various levels of community 
life, i.e. local, district, state and national levels. 


[Case-story: Chinnamma Muddanagudi and_ E. Premdas Pinto, 
_Jagrutha Mahila Sanghatane (JMS). JMS is a Dalit women 
agricultural labourers’ collective and unregistered union in the 


district of Raichur. www.jmschiguru.wordpress.com] 
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Section 5 


What do we learn from the Social Accountability processes? 
Basic components of transformative model of social accountability 


Community-centred social accountability model or the 
transformative model of social accountability can be summarised in 
two points of view. One the one hand it is a dynamic, iterative, 
multi-level process of engaging the health systems with the 
community in a constructive dialogue for strengthening health 
systems. On the other hand, it is primarily a process of re- 
configuring power relations between the community and the health 
systems for demanding the accountability of the latter to the 
former in order to reinforce the centrality of citizenship, equity and 
dignity of citizens. This is done through participation and dialogue 
between equals which essentially requires democratising the health 
system's governance. This process needs liberating the health 
systems themselves from the elitist and professional hegemonies, 
from the clutches of neo-liberal forces and start bottom-up 
community-centred planning and governance. Such an endeavour 
has the basic components, as explained in figure 1. 


Figure 1: Transformative model of social accountability 
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|. Community Mobilisation: The demand for accountability is 
expected to emerge from the sense of citizenship and agency that 
citizens and communities exercise. Such agency could emerge from 
the consciousness of rights among community members and due 
awareness of accountability of the state and other actors - in the 
context of health, it is the health systems and related intersecting 
authorities at various levels. Hence community organisation and 
mobilization forms a critical part of the process. The facilitation of 
such a mobilisation could be done by community facilitator or 
mobiliser, supported by any Organisation or movement. S/he would 
also play a key role in Supporting the community leaders in 
negotiating their demands from the state. The key tasks involved in 
this include the following: 


e Preparing animators and groups 

e Leadership building — selecting and preparing a community 
leader | 

e Collective action through formation of groups 

e Critical analysis of social and health system issues through 
various methods which include community meetings on 
health rights, participatory rapid/rural appraisals (PRAs) etc. 

e Building citizenship and rights consciousness by making use 
of the framework of health entitlements from sub-health 
centres, primary health cetnres, maternal health etc. as the 
focus. 


Il. Alliance Building: In order to build on the momentum of 
community mobilization and strengthen the negotiating power of 
communities, it is important to build alliances with the health 
system (local health system to begin with), organised citizen groups 
within the communities (for example: Self-help groups, labour 
groups, youth groups), groups formed under various government 
initiatives (for example: village health sanitation and nutrition 
committees — VHSNC, water & sanitation committees etc.), 
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voluntary organizations and other stakeholders in the locality and 
also in the district. The key tasks in this include the following: 


e Village level alliance with local governance institutions, 
committees and health workers; 

e Strengthening of the state level alliances by being part of 
larger social movements and networks; 

e Broadening and strengthening alliances for examples 
through engaging with media, elected representatives; 


Il. Community Evidence Generation: Evidence forms the base of 
any advocacy for accountability from the state, and it strengthens 
the arguments of civil society in general. ‘Evidence’ in this process 
involves a process of ‘community inquiry’ that includes 
documentation of testimonies of individual women (in the case of 
maternal health), community surveys to understand the status of 
~VHSNC, services that are available in the villages, an observation 
based facility survey of health centres on critical indicators (e.g. 
availability of doctors, nurses). It is critical that the evidence 
generated for social accountability, be community led so that the 
process itself empowers the community with knowledge and 
information on critical entitlements. Ideally, community itself must 
carry out the evidence gathering and analysis. However, community 
leaders need assistance in formulating tools, in talking to various 
stakeholders in the community and for facilitating their visits to 
PHCs. At the tehshil and district level, the process can be taken 
forward by some rights based organizations, sometimes individually 
or collectively. The community enquiry process has to be finalised 
through collating the data into materials which will be used for 
community mobilisation and discussion on the one hand, and to 
move the health systems for change on the other. Such outputs 
could be in the form of reports, pictorials, pamphlets, score cards 


etc. The key tasks include the following: ; sane fois 
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e Community inquiry process 

e Using secondary data 

e Testimonies from the field 

e Use of information communication technology — 
ICT (for example: using cameras for photographs 
for developing a story, recording of people’s 
voices/testimonies) | 

e Collation and analysis of the information 

e Discussion with the communities on the outcomes 
and findings of the community inquiry process 


IV. Negotiations: Facilitating the negotiation of the community with 
the government authorities and health care providers at all levels is 
the most significant aspect of the social accountability process. 
Such negotiation happens through the following: 


At the village level: Direct interface of the community with 
health service providers and representative mediation with 
authorities. The target is the local level health authorities 
and officers. The approach is more collaborative for 
negotiated changes. 


At the district level: Public hearings, dialogues, civic 
demonstrations and press conferences in collaboration with 
other district level alliances. The support of sympathetic 
elected representatives enhances the community voice by 
leaps and bounds. The target is the district and also state 
authorities. As a lot of power is vested with district level 
authorities, the tone of negotiations ranges from 
negotiated-strategic discussions to tough negotiations. 


At the level of the State with the national levels: The 
target is state and national level health mission authorities. 
For such negotiations to happen, the local communities 
should be strongly linked to state and national alliances and 
to social movements. 


ot. 


The processes, approach and terms of negotiations vary at different 
levels depending on the nature and strength of the alliances, the 
power vested with the authorities, the openness shown by the 
authorities. The community leadership learns the terms of 
negotiating power at various levels through continuously engaging 
themselves while navigating these processes at various levels. The 
strategies could include representation by delegates, submission of 
memorandum with demands, press conferences, submission of 
complaints, press conferences, public demonstrations/rallies etc. 
Spaces for negotiations at multiple levels could include the 
following: 


e Negotiation with health authorities 

e Engaging elected representatives 

e Leveraging influence of statutory ombudsman bodies such 
as lokpal/lokayukta, human rights commissions, various 
other statutory commissions for women, Scheduled Castes, 
scheduled tribes, children and people with disability 

e Tapping the powers of Chief Executive Officer of Zilla 
Panchayat, statutory health committees in the Panchayati 
Raj system, using gram sabhas for resolutions on health etc. 


These steps or components are not isolated events, but mutually 
reinforce each other. For example, while exerting the pressure on 
the authorities at the state or district levels, the local authorities 
start responding and the community’s sense of authority and 
power to negotiate goes up by a notch. But for that to happen, the 
facilitators of voluntary organisations or social alliances, have to 
keep community leadership as central to the process. 
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Conclusion 


Community-led social accountability is a collective process which 
aims at community empowerment and transformation of the 
power relations between the community and health system. It is a 
dynamic, iterative and continuous’ process which engages the 
health system at different levels. However, it needs a political 
climate which encourages democratic citizenship and citizen 
engagement for strengthening public systems. The examples of 
social accountability practice show that the number of systemic 
deficiencies concerning the functioning of the public health system 
and gaps can be optimally addressed over a period of time. 


The key challenge is building the critical mass of community 
leaders, facilitating them to move beyond the scepticism and 
cynicism based on their historical experiences with the health 
system and infusing them with positive energy. It also involves 
challenging and at the same time persuading the health 
functionaries towards positivity involved in strengthening the public 
health system. 


The decades of neglect of the public health system which has 
alienated people, can only yield incremental rewards. However, the 
taste of positive changes often has spiralling effect both on the 
system and on the empowerment of the communities. The process 
duly acknowledges that Community-led social accountability 
practice is not a panacea for all ills of the health system, many of 
them being rooted in the neo-liberal policies. Similarly, demanding 
accountability of the private-commercial and corporate health care 
_ sectors and developing methodologies for the same still remains a 
very daunting task. But this process of community-centred social 
accountability does hold significant lessons for such a process and 
has the potential to play an important role in bolstering citizenship, 
health rights and democratisation of health system, both the public 
as well as the private-corporate health sectors, through fore- 
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grounding active and engaging community action aimed at 
transformation of the health systems. 


Pe en EEE ——eeEeE————eee———— 
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